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South Dakota Board of Nursing

South Dakota Department of Health
722 Maln Street Suite 3, Spearfish, SD 57783

(605) 642-1388; Fax: 642-1389; www,STATE.SD.US/DOH/NURSING

Medication Administration Training Program for Unllcensed Assistive Personnel
Application for Re-Approval of Tra!nl_ng Program

Medication administration may be delegated only to those Individuals who have successfully completed a tralning
program pursuant to ARSD 20:48:04,01:14. An application along with required documentation must be submitted to
the Board of Nursing for approval. Written notice of approval or denlal of the application will be Issued upon recelpt
of all required documents. Send completed application and supporting documentation to the Spearfish BON address

or fax above,
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Name of Primary Instructor: Cr iSreen
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E-mall Address of Faculty: CV*'H&"'\ Skeogsker éaSa.n'@rd.Mw 1. Or %h

1. Request re-approval using the following approved currlculum(s): (Each program Is expected lo retain program
records using the Enrolled Student Log form.
0 2011 SO Cammunity Menta! Heaith Facllltles (anh« apploved far agancle.s certified through the Department of Social Servicas)
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2. List faculty and licensure Information: For gew RN faculty: 1) attach resume/work history with evidence of minimum 2 years
dﬂ:lca/ RNV expedence and 2} attsch a new a:mculum Appllcatfon Fonn Identlfjilny amas af m-ammg

3. Complete evaluation of the curriculum / program: _(Exalain Wo'@pansesm 2 separate sheet of paper.)

_Standard
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of 20 hours.

"1._Each person enrolled In your program had a high school dipioma or the equivalent.

2. Your program was no less then 16 classraom hours and 4 hours clincal/laboratory Instruction for a total

validation.

3. Your program’s faculty to student ratio did not exceed 1:8 in the clinical / lab setting
4. Your program’s faculty to student ratlo did not exceed 1:1 In skill performance evaluation /competency

5. Each student's perfermance was documented using the SD dlinical skills checklist form.

6. You malntaln records using the Enrolled Student Log(s) form.
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RN Faculty Signature:
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Date Application Received:

This section to be completed % the South Dakota Board of Nursing
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Date Notice Sent to Institution:

Date Application Approved:
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Application Denled. Reason:
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